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N.J. Menon,* B. Krijgsman, L. Sciacca, G. Arena and G. HamiltonAcademic Department of Surgery, The Royal Free and University College Medical School, London, UKThe conventional technique of carotid endarterectomy involves approaching the carotid sheath, anterior and medial to the
internal jugular vein with division of the facial vein. Mobilisation of the ansa cervicalis and identification of the hypoglossal
nerve is usually required. We describe our results of retrojugular approach in a consecutive nonrandomised cohort of 50
carotid endarterectomy patients..Introduction
Although the indications for carotid surgery are now
well defined, little modification has occurred over the
last 50 years to the surgical technique. Our study has
looked at the feasibility of a retrojugular approach to
the carotid artery to reduce the morbidity of carotid
surgery.Methods
Fifty consecutive nonrandomised patients undergoing
surgery for carotid disease are included in our study
(Table 1).Surgical technique
All our patients for carotid endarterectomy were
considered for the general anaesthesia versus local
anaesthesia (GALA) trial.1 Moderate extension of the
neck was achieved with an interscapular bolster and a
head ring and the head slightly rotated away from the
operating side.
A transverse skin incision is made in an appropriateing author. N.J. Menon, 204 Perry Street, Billericay,
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The dissection is carried subplatysmally along the
anterior border of the sternocleidomastoid until the
belly of this muscle could be mobilised. The posterior
and lateral margin of the internal jugular vein is
mobilised along its length. A self-retaining retractor is
used at this stage to open up the retrojugular space by
retracting the jugular vein medially and the sterno-
mastoid laterally (Figs. 1 and 2). The vagus nerve lies
lateral and posterior to the internal carotid artery. In
the retrojugular approach, the internal carotid artery is
displayed in a more anterior and superficial plane. The
hypoglossal nerve is rarely seen lying anterior to the
vein and routinely gets swept medially. In high
dissections, surgical plane is followed by mobilising
the internal jugular vein cephalad with the internal
carotid artery found posterior to and between the
hypoglossal and vagus nerves. Dissection beyond the
posterior belly of digastric is seldom necessary and if
required, separation of these two cranial nerves allows
further exposure.
Endarterectomy is performed in the conventional
way after heparinisation and shunts and patches are
used selectively. Drains were not used routinely since
a previous randomised controlled trial on the use of
drains in carotid surgery from our unit had failed to
show any benefit.2
All patients had duplex scanning prior to discharge
and at follow up 6 weeks later. They were also seen inEur J Vasc Endovasc Surg 29, 608–610 (2005)
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Fig. 1. Exposure showing carotid bulb with the vein retracted
anteriorly.
Table 1. Patient demographics
Age 57–89 years (mean: 71 years)
Sex 34 M:16 F
Symptoms Symptomatic: 37 (74%)
Procedure Standard: 48; eversion: 2
Anaesthesia GA: 20 (40%); LA: 30 (60%)
Patch 25 (50%)
Shunt 2 (4%)
Drains 21 (42%)
Complications
Wound 8-minor
Haematoma
Nerve injury Transient: 4; permanent: none
Mortality None
Restenosis Asymptomatic: 3 (6%); symptomatic: none
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assess any neurological deficit related to the
procedure.Results
We had one minor stroke from which the patient
recovered completely. There were no perioperative or
30 day deaths. Transient hoarseness of voice was noted
in four patients (8%) who underwent surgery under
local anaesthesia, which recovered before discharge.
Mean postoperative hospital stay was 3.6 days (3–10
days).Discussion
The surgical approach to the carotid bifurcation hasFig. 2. Carotid artery lifted anteriorly to demonstrate the
vagus nerve.traditionally been through anterior approach necessi-
tating division of the facial vein and often the ansa
cervicalis.3 The incidence of cranial nerve injury is so
variable4 that any modification to the surgical tech-
nique which confers safety to the cranial nerves is
likely to be beneficial.
The classic anterior approach also has other
inherent drawbacks on anatomical grounds. The
posterior position of the internal carotid artery relative
to the trunk necessitates more manipulation of the
diseased bifurcation resulting in reflex bradycardia
and increased potential for embolisation.
In the presence of high bifurcation, the retrojugular
approach appears to be safer than the conventional
approach since the hypoglossal nerve is retracted
anteriorly with the jugular vein.
We accept that our study is nonrandomised but our
findings concur with those of others.5,6 At times,
surgical techniques become accepted as the standard
of care without the availability of level 1 evidence
when their benefit over control group is intuitively
apparent. We are sufficiently impressed with the
rapidity of exposure and the inherent safety in this
approach that we feel that a randomised control trial
with the conventional approach would be unjustified.Conclusion
Our study confirms that retrojugular approach to the
carotid bifurcation is technically feasible and we
believe that the access and rapidity of exposure by
this approach is superior to the conventional ante-
jugular approach.References
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